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 present when tested with a 25-gauge needle stick. The
rhinoplasty was postponed, and the patient was moni-
tored in the recovery room for several hours. No signs of
local tissue compromise were noted, and the patient un-
derwent an uneventful rhinoplasty 6 weeks later.
Phenylephrine is used in compound topical anes-
thetic preparations,2 for vasoconstriction of mucosal
membranes, as a decongestant nasal spray, and as a
mydriatic to facilitate funduscopic examination. The
systemic uses of phenylephrine include intravenous ad-
ministration for alpha-agonist effects in severe hypo-
tension. Because of its strong alpha-agonist effects, di-
rect injection into tissue is usually avoided, with the
exception of treatment for priapism.3 There is limited
literature on the effects of extravasation of vasopressors
into local tissue. In 1957, one of the earliest reports of
vasopressor extravasation and treatment describes an
extravasation of levarterenol (an isomer of norepi-
nephrine) through a peripheral intravenous line. This
was treated successfully with local injection of phen-
tolamine, and no adverse sequelae were noted.4
Since then, reversal and prevention of alpha-adren-
ergic–induced local ischemia by the administration of
the alpha-receptor blocker phentolamine has been
described.5 In our opinion, prudent steps after inad-
vertent phenylephrine injection include the following:
• Recognition of the problem and, if possible, cessa-
tion of the procedure.
• Consideration for application of nitro paste.
• Consideration for injection of phentolamine to
neutralize alpha-agonist effects.
• Appropriate disclosure of the error.
The literature on the local tissue effects and treat-
ment of phenylephrine infiltration is limited. It is im-
portant to report these adverse incidents to provide
guidance for potential errors.
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Banking a DIEP Flap in High-Risk Patients: A
New Technique during Unilateral DIEP Harvest
Sir:
The deep inferior epigastric artery perforator(DIEP) flap can supply a substantial volume of tis-
sue with low donor-site morbidity. However, where
there is amidline abdominal scar, safe use ofmore than
one hemiabdominal wall on a single pedicle is not
possible. In this setting, a decision must be made as to
the use of the other hemiabdomen. Where additional
tissue is of use as a reconstructive flap, the tissue can be
supplied by an additional pedicle,1,2 as either a two-
anastomosis bipedicled DIEP flap or a single-pedicle
stacked DIEP flap. Where the additional tissue is not
needed, it may be discarded.
We describe an additional technique, in which the
second hemiabdominal wall can be raised as a DIEP flap
and advanced to the midline during closure. By banking
a surplus DIEP flap, this “preharvested” flap can be used
in a subsequent procedure if needed. Although not rou-
tine,wedescribeauniquecasewhere this additional tissue
was required to aid abdominal closure and as a future
reconstructive flap in a high-risk setting.
A 43-year-old woman presented for immediate, uni-
lateral reconstruction of her chest wall. Her history
included a midline open hysterectomy. She had pre-
viously undergone a mastectomy and axillary clear-
ance for breast carcinoma, and presented with a local
chest wall recurrence. A biopsy demonstrated mixed
ductal carcinoma and lymphangiosarcoma. Staging
magnetic resonance imaging scan demonstrated a
7-cm tumor, confined to the chest wall and infiltrat-
ing pectoralis major.
Wide local excision of the lesion (including pec-
toralis major, periosteum, and a single rib) and re-
construction with a DIEP flap were performed, with
more skin required than was available from a single
hemiabdomen (Fig. 1). Given the previous midline
abdominal surgery, a hemiabdominal wall flap was
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designed that was too large to facilitate direct clo-
sure. A right hemiabdominal DIEP flap was raised
and used to reconstruct the chest wall defect (Fig. 2).
The deep inferior epigastric artery and single vein
were anastomosed to the circumflex scapula artery
and vein.
The left hemiabdominal wall was raised as a second
DIEP flap and advanced to the midline to aid abdom-
inal wall closure (Fig. 2). This flap was thus available for
future use as a reconstructive flap in the case of further
chest wall recurrence.
Direct closure of the abdomen following DIEP flap
harvest is essential to achieve good donor-site out-
comes. Although few studies have described techniques
of closure following DIEP flap harvest, techniques de-
scribed to improve donor-site outcomes do include
anterior rectus sheath plication, external oblique pli-
cation, and dermolipectomy.3–5
Although tension during closure is not sought, some
cases often necessitate tight closure and require consid-
eration of alternative options. We describe a new tech-
nique to aid abdominal wall closure, in which the portion
of the flap not used in the reconstruction is advanced to
the midline as a perforator flap, particularly suitable in
cases of midline scars.
This DIEP advancement flap has thus been prehar-
vested for subsequent use as a free flap, appropriate in the
current case, where the tumor was at high risk for recur-
rence and subsequent reconstruction may be required.
DOI: 10.1097/PRS.0b013e3181cb6707
Warren M. Rozen, M.B.B.S., B.Med.Sc.,
P.G.Dip.Surg.Anat.
Iain S. Whitaker, B.A.(Hons.), M.A.(Cantab.),
M.B.B.Chir.
Thorir Audolfsson, M.D.
Olafur P. Jakobsson, M.D., Ph.D.
Marcus J. D. Wagstaff, B.Sc., M.B.B.S., Ph.D.
Rafael Acosta, M.D.
Correspondence to Dr. Acosta
Department of Plastic Surgery
Uppsala Clinic Hospital
Uppsala 75185, Sweden
rafael.acosta.rojas@akademiska.se
DISCLOSURE
The authors declare that there is no source of financial or
other support or any financial or professional relationships that
might pose a competing interest.
REFERENCES
1. Ali RS, Garrido A, Ramakrishnan V. Stacked free hemi-DIEP flaps:
A method of autologous breast reconstruction in a patient with
midline abdominal scarring. Br J Plast Surg. 2002;55:351–353.
2. Hamdi M, Khuthaila DK, Van Landuyt K, Roche N, Monstrey
S. Double-pedicle abdominal perforator free flaps for unilat-
eral breast reconstruction: New horizons in microsurgical tis-
sue transfer to the breast. J Plast Reconstr Aesthet Surg. 2007;
60:904–912; discussion 913–914.
3. Abramo AC, Casas SG, Oliveira VR, Marques A. H-shaped,
double-contour plication in abdominoplasty. Aesthetic Plast
Surg. 1999;23:260–266.
4. Munhoz AM, Sturtz G, Montag E, et al. Clinical outcome of
abdominal wall after DIEP flap harvesting and immediate
application of abdominoplasty techniques. Plast Reconstr Surg.
2005;116:1881–1893.
5. Yousif NJ, Lifchez SD, Nguyen HH. Transverse rectus sheath plica-
tion in abdominoplasty. Plast Reconstr Surg. 2004;114:778–784.
Fig. 1. Chest wall defect after wide local excision of tumor, and
abdominalwall flapdesign,withtherighthemiabdomenmarked
to match the chest wall defect, given the midline scar.
Fig. 2. Intraoperative view of chest wall reconstruction with a
right-sided hemiabdominal DIEP flap and closure of the abdom-
inal wall with a left DIEP advancement flap.
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